An 81-year-old man, with a history of radiation therapy (RTx) 40 years ago, presented a sudden blindness and was diagnosed as acute ocular ischemic syndrome. On carotid Doppler ultrasonography, right common carotid artery (CCA) showed increased intima-media thickness (IMT) without a significant stenosis. Doppler examination revealed a delayed slowrising upstroke and decreased flow velocity (pulsus parvus et tardus, Figure 1A ). Magnetic resonance angiography showed critical narrowing of proximal portion of right CCA (arrows, Figure 2A ) with diffuse irregular narrowing of right subclavian artery (filled arrowheads) and whole left CCA (open arrowheads, Figure 2A ). He underwent a stent implantation. Preprocedural angiogram demonstrated critical narrowing of right CCA (arrows, Figure 1B) , and post-procedural angiogram revealed no stenotic component (arrowheads, Figure 1D ). Preprocedural intravascular ultrasound examination revealed increased carotid IMT and mixed echogenic plaque without an acoustic shadowing (Figure 2B) . Follow-up ultrasound showed normalized flow velocities (Figure 1C) .
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RTx can cause vascular injury and subsequent stenosis by enhancing atherosclerosis and elastic degradation 1) and consequently increase the risk of ischemic stroke. 2) Stenotic lesions associated with RTx tend to be longer, usually bilateral involvement, and the maximal stenotic lesion is inclined to distribute at proximal portion of CCA. Imaging studies can demonstrate characteristic findings including diffuse narrowing of the involved artery with increased IMT and proximal narrowing with decreased flow velocities and a decreased pulse. The treatment can be done with carotid endarterectomy or carotid artery stenting (CAS). 3)4) In our patient, the stenotic lesion was successfully treated with CAS because of surgical difficulty. https://e-kcj.org https://doi.org/10.4070/kcj.2019.0178 
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